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Prostatic abscess is a rare urological disease. It is not easily diagnosed based on the history, physical
examination, laboratory data, and imaging studies. Patients with prostatic abscess and those with
prostate cancer can have similar presenting signs and symptoms, such as lymphadenopathy and
abnormal prostate-speciﬁc antigen values. A 67-year-old manwithout any underlying diseases presented
with acute prostatitis. Transrectal ultrasonography was performed 14 days after initiation of antibiotic
therapy revealed a ﬂuid-containing irregular mass. Doppler ultrasonography showed high vascularity
around the margin of the mass. Advanced prostate cancer with necrosis was found in tissue from
transurethral resection of the prostate (TURP). His symptoms improved a lot after TURP and he accepted
androgen deprivation therapy in the outpatient clinic. Although ultrasound-guided needle aspiration
remains the mainstream treatment for prostatic abscess, TURP should be considered in patients with
complicated prostate abscess or suspected prostatic carcinoma.
Copyright © 2014, Taiwan Urological Association. Published by Elsevier Taiwan LLC.
Open access under CC BY-NC-ND license.1. Introduction
Prostatic abscess is an uncommon but potentially lethal disease.
It is not easily diagnosed based on history, physical examination,
laboratory data, and imaging studies. Patients with prostatic ab-
scess and those with prostate cancer can have similar presenting
signs and symptoms, such as lymphadenopathy and abnormal
prostate-speciﬁc antigen (PSA) values.
The high vascularity in prostate infection as seen on Doppler
ultrasonography may mimic that of advanced prostate cancer. If a
prostatic abscess is suspected, transrectal ultrasonography (TRUS)
is an appropriate imaging modality for the diagnosis and drainage
of an abscess.1 The differential diagnosis should include prostatic
cysts2 and neoplasia.
Prostate cancer is a highly vascularized malignant neoplasm,
and tumor vascularity is correlated with tumor grade. However,
few studies have reported on patients with prostate cancer with
central necrosis or abscess formation. In this study, we report a rare
case of advanced prostate cancer with a huge central abscess in a
67-year-old man.thay General Hospital, Num-
i City 106, Taiwan.
ciation. Published by Elsevier Taiw2. Case Report
A previously healthy 67-year-old man presented in our outpa-
tient clinic with a fever of 39C as well as scrotal and lower
abdominal pain. Physical examination revealed no active lesions in
the scrotum; however, digital rectal examination disclosed an
enlarged prostate with a soft consistency. Laboratory tests revealed
pyuria (urine white blood cell >100/HPF, high power ﬁeld),
leukocytosis (white blood cells 24,350/mL), and a high PSA level
(292.79 ng/mL). The patient was treated with empiric antibiotics
(ciproﬂoxacin 500 mg twice/day); however, he required urethral
catheterization due to acute urine retention.
Laboratory data showed leukocytosis and elevated C-reactive
protein. Blood and urine cultures grew a yeast-like organism, but
no bacteria. Intravenous urography demonstrated left renal calyceal
stones and much residual urine in the postvoiding phase. TRUS
showed a huge mass with a central irregular hypoechoic lesion.
Low vascularity was noted on Doppler ultrasonography (Fig. 1A).
Abdominal echography illustrated a heterogeneous mass behind
the urinary bladder. Cystoscopy demonstrated a huge prostate with
intravesical growth without evidence of a lesion in the bladder.
After 2 weeks of medical treatment, the PSA level was
368.78 ng/mL. TRUS was repeated and the hypoechoic lesion had
enlarged with high vascularity in the surrounding prostate tissue
(Fig. 1B). Abdominal computed tomography (CT) also showed
marked prostate enlargement with an irregular ﬂuid-containingan LLC. Open access under CC BY-NC-ND license.
Fig. 1. (A) Transrectal ultrasonography demonstrates a huge mass with a central irregular hypoechoic lesion (arrow). (B) Doppler ultrasonography reveals high vascularity in the
surrounding prostate abscess.
Fig. 2. Contrast-enhanced abdominal computed tomography reveals a hypodense
lesion within the prostate.
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of the prostate was clear and there was no evidence of lymph-
adenopathy. The patient underwent transurethral resection of the
prostate (TURP) for abscess drainage. An abundance of whitish
jelly-like material was noted during operation. A total of 50 g of
prostate tissue was removed, and prostate adenocarcinoma was
noted with a Gleason score of 5 þ 4 in the pathology report (Fig. 3).
Tc-99m-diphosphonate scintigraphy revealed no evidence of bone
metastasis. Locally advanced prostate cancer was considered and
the patient underwent intensity-modulated radiation therapy with
androgen deprivation therapy. He received regular follow-up and
there was no evidence of lower urinary tract symptoms at his most
recent follow-up.Fig. 3. (A) A cribriform glandular structure (Gleason score 4) is demonstrated on histolog
prostate speciﬁc antigen reveals positivity in the focal area cancer cell (AvidineBiotinePero3. Discussion
The incidence of prostatic abscess is about 0.5%3 and the disease
mostly occurs in men in their 5th or 6th decades of life.1 Diabetes,
chronic prostatitis, bladder outlet obstruction, and prolonged
catheterization are the most common predisposing factors for this
disease. Prior to the advent of modern antibiotic treatment, Neis-
seria gonorrhoeae accounted for 75% of all cases and the mortality
rate was as high as 30%. Now, however, Gram-negative Escherichia
coli infection is responsible for up to 80% of cases of prostatic ab-
scess.4 Some minimally invasive surgeries for benign prostate hy-
perplasia, including transurethral needle ablation, transurethral
microwave thermotherapy, and laser prostatectomy, have been
reported to contribute to the development of prostatic abscess.5,6
It is difﬁcult to differentiate between prostate abscess and
cancer based on history and physical examination alone. TRUS is
the most common imaging modality used for the evaluation of
prostatic diseases. Some studies have suggested that trans-
abdominal ultrasonography and CT can also aid in the diagnosis,
especially in patients for whom TRUS cannot be performed because
of severe pain.7 Aphinives et al8 reviewed the results of TRUS, CT,
and magnetic resonance imaging in 12 patients with prostatic ab-
scesses and found that most of the lesions were located in or
around the central gland. Chou et al9 reported that color Doppler
ultrasonography demonstrated increased color-ﬂow signals at the
margin and surrounding tissue of abscess pockets. They suggested
that these signals may help in the evaluation of the maturity of an
abscess pocket.
It is important to note that PSA is speciﬁc to prostatic tissue and
therefore PSA elevation may indicate any kind of prostate disease.ical study (hematoxylin and eosin stain, 100). (B) Immunohistochemical stain with
xidase (ABC), 200).
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returns to normal levels with appropriate antibiotics within 1e3
months. To date, few studies have demonstrated a relationship
between the range of PSA and prostatic infection. We suggest that
prostatic diseases such as prostate cancer be considered in patients
whose PSA values do not decrease despite appropriate antibiotic
treatment for prostate abscess.
The principles of treatment for prostate abscess include
adequate drainage and proper use of antibiotic therapy. Ludwig
et al1 suggested that a monofocal abscess of <1 cm in diameter
could be treated with antibiotic therapy and a suprapubic catheter.
Surgical treatment should be performed for multifocal abscesses
>1 cm in diameter, sepsis, recurrent abscess, or for patients who
respond poorly to antibiotics for more than 3 days. Perineal incision
and drainage, percutaneous transperineal drainage, and TURP are
choices of treatment for drainage.4 In recent years, transperineal or
TRUS-guided drainage under local anesthesia has been performed
for prostatic abscess treatment. Many studies have suggested that
TRUS-guided needle aspiration is a feasible, safe, and effective
alternative to transurethral drainage.4,7,9
The role of TURP in the treatment of prostatic abscess is not clear.
The major disadvantage is the risk of incomplete drainage. It is an
invasive procedure that requires general or regional anesthesia, and
patients have a higher incidence of surgical complications, such as
urethral stricture, urinary incontinence, and retrograde ejaculation.
It also carries a risk of hematogenous spread of infectious organ-
isms. Patients who undergo TURP, however, have a signiﬁcantly
shorter hospital stay than those who have needle aspiration.
There are very few published reports on prostate cancer with
abscess or central necrosis. Gilmore et al10 reported on a patient
with a prostate abscess after brachytherapy for prostate cancer.
Other cases of abscess have been reported after minimally invasive
procedures for prostate cancer.5,11 Our patient, however, had no
history of diabetes, bladder outlet obstruction, prolonged cathe-
terization, or treatment for prostate cancer. Based on our ﬁndings,
TURP is the treatment of choice in patients who have very high PSA
values, resistance to antibiotics, or uncertain risk factors.
4. Conclusion
Our patient, who presented with a prostatic abscess underlying
prostatic carcinoma, had no history of diabetes, bladder outletobstruction, or prolonged urethral catheterization. We therefore
have to consider the possibility of prostate cancer in patients with
prostatic abscess combined with a very high PSA value. TURP may
be the preferred treatment in patients with prostatic abscess
associated with a very high PSA because the procedure can provide
adequate tissue for evaluation.Conﬂicts of interest
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